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N.B. 


/n order to present an annual financial report which coincides with the 
period covered by the statistical information it was decided that the fiscal 
and data base year would be the same as the calendar year end of the 
Ministry of Health. 


Although the statistics which follow are for the period 1 January - 
31 December, 1974, data is available for the full 16 month period since 
publication of the 1973 Annual Report, 31 August, 1973. 
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ASSESSMENT AND PLACEMENT SERVICE 


Definitions: 


Assessment 


Placement 


Referral Form 


the evaluation of the needs, capabil- 
ities, and assets of the applicants 
from the information supplied by phy- 
sicians, Nursing and Social services 
and other health professionals. 


the identification and recommendation 
of the most suitable program(s) to 
meet the applicants' needs and develop 
his/her potential capabilities, and 
facilitation of the movement of the 
applicant to the site of the program(s) 
or the movement of the program(s) to 
the individual. 


the A.P.S. designed form used by the 
health professionals to provide demo- 
graphic, medical, environmental and 
SCulttinal backGrounGg 2nrormatzon on 
the applicant. Revised November 1974. 


MEDICAL CONSULTANT’S REPORT 
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The health care system that exists in Ontario and in 
Canada today provides with difficulty and inadequately for 
the requirements .of people with on-going disabilities. Acute 
care and diagnostic facilities are highly competent and 
widely available, but arrangements for early identification 
of onset or relapse of a chronic disease, and for on-going 
care and support are sporadic and generally poorly coordin- 
ated. Moreover, in planning support services, too often 
consideration is limited to the disabilities and needs for 
care and fails to include such assets as the person's mental 
or physical competence, educational and employment exper- 
ience, concern and interest to help others, the existence 
of a devoted family and the financial position. 


In seeking an appropriate program for a disabled person 
one should be seeking a career that will meet his needs and 
fulfill his potentials. Many cannot be placed in paid em- 
ployment, and some will require institutional care, but in 
all cases the person will have to meet challenges and demands, 
adjust to the desires and needs of other people, contribute 
personally within his capabilities and try to derive satis- 
faction and self esteem. Learning to be a patient in along 
stay facility is seldom thought of as a career, but it has 
the same components. Viewed in this light it becomes evi- 
dent that opportunities must be provided for the develop- 
ment of the whole person whatever the setting. 


The Assessment & Placement Service (A.P.S.) is amech- 
anism for ensuring that the needs and assets of people with 
On-going disabilities are identified, that all facilities 
and programs that exist to meet such needs are identified, 
that for each individual the program(s) or facility (ies) 
most appropriate to meet his needs is made known to him and 
professionals caring for him, and that encumbrances to ef- 
ficient use of these facilities or gaps in services are 
brought to the attention of the Hamilton District Health 
Council, or appropriate authorities with suggestions for 
remedial action where possible. 


It is evident that the A.P.S. is an information gener- 
ating and exchange system, it does not make the decision on 
what action to take. A.P.S. has developed an instrument, 
the referral form, to help health professionals identify 
the major disabilities and treatments needed and the assets 
of the applicant in terms of personal capabilities, education, 
hobbies, and interests, employment skills, family and fin- 
ances. On receipt of the form the A.P.S. counsellor can 
recommend existing programs that could meet the requirements 
and where vacancies exist. A "placement" means the location 
of a person in a career as discussed above rather than in a 
"place". The A,P.S. makes information available to the 


person and his health advisors and strengthens the validity 
Ot cecistens, but the responsibility for actual location of 
the perso remains with the applicant and these profession- 
als. Whei. a recommendation is accepted the information on 
the applicant's form is made available to those involved in 
the new program. Information transfer increases the compe- 
tence of the health professionals without diminishing their 
responsibility or duplicating their work. It also brings 
to light defects in the health care system. 


Although the referral form has been generally well re- 
ceived and the information is increasingly accurate there 
remains a tendency not to provide all the information re- 
quested On 1t. Possibly it as thought the purpose of the 
application is merely to arrange transfer of a person to a 
new location such as a nursing home and that it is suffic- 
ient to say so. But if "placement" means the formulation 
Of a plan for diving and lite style for a long time to come 
for an individual possessing feelings, hopes, anxieties, 
talents and handicaps, then surely the basic information 
requested is not too much. The counsellors work closely 
with professionals, physicians, nurses and social workers 
to ensure full and accurate information. 


The question has been asked if the health profession- 
als directly concerned could not find the programs them- 
selves without the involvement of A.P.S. Undoubtedly this 
would be possible as long as they could obtain all the in- 
formation required. They should make a full evaluation of 
the health and functional status of the patient and of his 
abilities and assets. The A.P.S. referral form is a con- 
venient way of recording this in a consistent manner. The 
health professionals would also have to be aware of every 
program in institutions and in the community, their terms 
of admission and possible vacancies on a day to day basis. 
They would have to be prepared to discuss the particular 
requirements of the applicant and undertake to make further 
or other arrangements when or if the present ones became 
inappropriate. 


Thertask Of ASPs. Us to antorm the Large mumbers’ of 
health professionals of what services are available when 
they request them, to discuss the reason for admission on 
behalf of the applicant, to coordinate applications to 
avoid duplication, to guide applicants towards appropriate 
programs, and to respond. if further placement is required. 
Tits 1S Now to Sey what in order tO Start an APs. System, 
one cannot begin with perhaps only one person in this coor- 
dinative role, who would ensure that adequate assessments 
were made using the A.P.S. form, and would be knowledgeable 
about all types of programs. 


The most crucial defect in the health services at pre- 
Sent is the lack of tong term community support programe. 
Insutfictent Hels is available for individuals living alone 
or with families who need on-going supervision to ensure 
continued optimal function, assistance with housekeeping 
and home maintenance, involvement in community recreation 
and vocational activities, and/or sheltered accommodation. 


There is a considerable number of persons with psycho- 
logical problems in the community or returned to 1t from 
psychiatric treatment facilities. The existing recreation- 
al and vocation programs are insufficient for the needs of 
these people and it is a euphemism to state they are now 
"living in the community". An investment of funds in spe- 
cially oriented, but not isolated community programs is es- 
sential. Some people would manage better in sheltered res- 
idential accommodation such as the "Special Care homes" but 
few vacancies are available. Unfortunately, it has not been 
possible to obtain full cooperation from the administrators 
of that program to allow for full assessment of the needs 
of applicants for it, or the re-assessment of people in it, 
some of whom have been accommodated for many years without 
medical re-appraisal of their needs. 


A.P.S. has worked with community psychiatric teams who 
provide help to people with psychological problems not only 
at home but also in nursing homes. A.P.S. provided leader- 
ship in developing guidelines for the management of nursing 
home residents with disturbed behaviour. Further action is 
now being taken to assist a committee of the Hamilton Acad- 
emy of Medicine in clarifying the roles and responsibilit- 
ies of the Advisory Physicians to nursing homes and of the 
personal physicians of nursing home residents. 


Many referrals of elderly people are made to A.P.S. 
from acute care hospitals and in some cases it appears the 
admission there was precipitated by a crisis occurring at 
home after a long period of deterioration. The opportunity 
to intervene earlier with community support services has 
been missed in these circumstances and often the bitter ex- 
perience preceding admission makes a family reluctant to 
try again to have the person at home. Even if entry to in- 
stitutional care is required, it could have been planned 
and arranged for more gradually and appropriately with the 
person still at home. After admission to hospital a long 
delay means remaining there inappropriately or being force- 
fully returned to a reluctant and resentful family. Early 
return home, even if admission to a long stay facility will 
be required, may be possible if home nursing services or 
the Home Care program can provide care during the interval. 
Ways of achieving this are being examined. 


Sheltered residential accommodation is needed especially 


for young adults with disabling disease. In many cases 
skilled nursing care is not required but assistance to get 
up, Or to dress, or to enter and leave a car. Facilities 


where this can be provided at present are strongly oriented 
to the hospital model and this repeatedly reminds residents 
they are ill. It should be possible to construct a resi- 
dence with the nursing services available as required, but 
with the maximum freedom and privacy, allowing for married 
couples to be together. A sheltered workshop and recrea- 
tional programs should be available. A.P.S. is involved in 
setting up an ad hoc committee of Health Council to study 
and bring forward proposals. 


Nursing Home accommodation is in scarce supply. It is 
probable that if community services were improved many people 
would remain at home who need only a minor degree of nursing 
care. This would provide accommodation in nursing homes 


for more seriously disabled who at present are in acute or 


chronic care hospitals. New nursing home beds would relieve 
the situation provided they did not draw increased numbers 
of people from their homes. This tendency could be temper- 


ed by requiring referral to A.P.S. first. 


The nursing homes at present are attempting to meet 
the many and complex needs of residents. The focus has been 
On care and in general this is satisfactory. However, greater 
involvement of the professional nurses with other health 
professionals could increase their effectiveness and skill. 
A.P.S. has helped in the organization of bi-monthly meetings 
of the Directors of Nursing of the extended care institu- 
tions, and educational programs will be made available to 
them. The Activation programs of nursing homes were re- 
ported on by A.P.S. two years ago. These institutions are 
trying to strengthen this aspect of their work and nursing 
home staff have participated in a number of workshops on 
reality orientation set up by occupational therapists of 
the district. Volunteer visiting to nursing home residents 
was perceived as needing support, and A.P.S. supported the 
Junior League in sponsoring and funding an occupational 
therapist to select and train volunteers in conjunction with 
the Ministry of Health consultants. 


The role of the chronic Hospital facilities in, this 
district has been clarified. One has undertaken the spe- 
cial programs required by the elderly, while another is de- 
veloping programs for disabled young people. They have a- 
greed that admission should involve A.P.S. and take cogni- 
zance of its recommendations. A.P.S. has based such rec- 
ommendations on two general requirements: (a) the applicant 
requires considerable nursing care including skilled nursing 
services, frequent physician services either because of 
severe disability, unstable status or imminent demise, 

(b) the applicant would benefit from rehabilitative efforts 
uSing physiotherapy and occupational therapy even though 
progress might be delayed by co-existing chronic illnesses. 


Despite using such criteria there has been a constant 
waiting list because of insufficiency of beds. Two remedies 
can be suggested. The St. Peter's rebuilding will adda 
number of beds to the community even though some of the ex- 
isting inadequate facilities will then close, and this 
should reduce the waiting period. In addition, there are a 
number of patients now in acute care or chronic care hosp- 
itals who could be accommodated in a nursing home provided 
staffing there was sufficient for an increased amount of 
basic nursing care. (Note that such patients should not 
have unstable medical problems or terminal illness) 


Although movement of patients between institutions 
should be reduced as much as possible to allow them to "put 
down roots", where treatment needs require it they should 
not be deprived of opportunities to benefit from special 
DrOocedures Or Methods. The role of A.P.S. in coordinating 
the entire system of extended care is to ensure that career 
opportunities are made available to each disabled person 
according to his or her ability and desire to utilize them. 


Canary ee! Sa 


HISTORICAL BACKGROUND 


The A.P.S. was established by the Hamilton District 
Health Council in 1971 on the advice of the then newly 
formed Extended Care Committee. The project was funded 
in April of that year by the Ontario Ministry of Health 
and commenced operation in September 1971. 


One of the concerns of the Health Council has been 
the promotion of optimal utilization of services for the 
disabled and chronically ill. The Extended Care Committee 
was formed to study the needs of this group and the services 
available. The result of their discussions was the rec- 
ommendation that a coordinating body be formed to obtain 
the medical, social and nursing evaluations of the disabled 
and chronically ill and make recommendations of the appro- 
priate programs or levels of care for the development of 
the individuals'assets and potential. 


The Health Council appointed a medical consultant and 
two members of the health professions to provide the co- 
ordinating evaluation function; a part time administrator 
and secretarial staff; and a data analyst to maintain stat- 
istics for the evaluation of the service's efficacy and the 
provision of an information base for future planning in the 
health needs of the disabled. 


Assessment Form 


Prior to commencement of operation an Assessment tool 
was developed to provide the necessary information for ap- 
propriate recommendation. Broadly, this information falls 
into three categories: 


(a) demographic (age, sex, marital status, next of kin, 
education, employment and cultural background, 
present location and level of income) 


(b) medical (diagnosis, prognosis, treatment, level of 
cognitive function, emotional status) 


(c) functional capacity (degree of ability to walk, 
talk, see, hear, comprehend, dress, bathe, under- 
take personal care and household care). 


The demographic and functional capacity data is pro- 
vided by a social worker-nurse team for the hospitalized 
applicant and by the Public Health or Victorian Order Nurse 
for those applicants at home. The medical information is 
provided by the applicant's personal physician. 


Recommendations 


Recommendations are made on the basis of the informa- 
tion provided by the Health Care team with additional input 
as indicated and with an intimate knowledge of the available 
facilities and programs. 


Recommendations include appropriate level of care, 
and/or programs of rehabilitation or recreation, and pro- 
grams whereby the disabled person may be assisted toward a 
meaningful role in society. 


Referral Process 


Referrals are made by health professionals in the 
community or health care institutions and/or members of the 
community, and may be as simple as a telephone call asking 
for the process to be set in motion. 


1974 REFERRALS 


Referrals have remained fairly steady at 2618 for the 
twelve-month period, a slight increase over the previously 
reported twelve-month figure of 2492. 


Recommendations and Placement 


1958 recommendations were made for programs in insti- 
tutions for long term care and 304 for community based 
programs, a total of 2262. Of these, 1211 were able to 
proceed to the recommended facility for long term care and 
512 were placed in the community. Of the latter, 208 re- 
turned to the community either because long term facilities 
were unavailable or because the applicant preferred to de- 
lay or refuse acceptance of the recommendations. Of the 
remainder, 345 were on the waiting list as of December 31, 
1974 and 194 either died before placement or were placed 
in programs or institutions other than those recommended 
by AvP. S. 


Waiting Periods 


Persons awaiting placement into either community pro- 
grams or institutions averaged 318 during the year. Peak 
month was September with 373 awaiting placement, the low- 
est was January with 275. 


Women requiring placement consistently outnumbered men 
with an average of 87 awaiting nursing home admission com- 
pared with 45 men; chronic hospitals - 32 women, 32 men; 
Homes for Aged - 50 women, 26 men. Rehabilitation units - 
6 women, 5 men; lodging houses - 5 women, 5 men; other 
facilities - 13 women, 12 men. Total 193 women, 125 men. 


Location Prior to Recommendation 


Sample month: November 1974. Survey date November 
29, 1974. Locations of person awaiting admission to a 
program were as follows: 


In Acute treatment hospital awaiting admission to: 


Nursing Homes 4 
Chronic Hospitals 44 
Homes for the Aged 15 


134 
At home or in other centres awaiting admission to: 
Nursing Homes Ou: 


Chronic Hospitals 15 
Homes for the Aged 68 


Rehab Units 6 
Lodging Houses 16) 
OEker 28 


218 


0 


Total awaiting placement at the end of November: 352. 


In November those in need of Nursing Home care formed the 


largest group (166), followed by those requiring chronic 
Hospital care (59). 


GRAPH 1: MONTHLY REFERRALS 
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GRAPH 2: COMMUNITY and INSTITUTIONAL PLACEMENTS 
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GRAPH 3: A.P.S. WAITING LIST and PLACEMENT COMPARISON 


Upper line represents waiting list figures 
Lower line represents placement figures 
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GRAPH 4: TOTAL AWAITING LONG TERM CARE PLACEMENT 
IN COMMUNITY OR INSTITUTION 


Female 


Male 


373 


4386 
329 
a. $os S397 3°96 3602 30; 
275 
he (7 iW (Te (F3 184 \87 236 
127) = has | 124 7 re 
Tur og 


Thee FES Mar ReR MAY TUN 


AN 


Female 


Male 


GRAPH 5: AWAITING NURSING HOME PLACEMENT 
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GRAPH 6: AWAITING CHRONIC HOSPITAL PLACEMENT 
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GRAPH 7: AWAITING REHABILITATION UNIT PLACEMENT 
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GRAPH 8: AWAITING LODGING HOUSE PLACEMENT 
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GRAPH 9: AWAITING HOMES for the AGED PLACEMENT 
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GRAPH 10: AWAITING PLACEMENT IN OTHER FACILITIES 
e.g., Day Therapy Centres, Home Care, Sr. Citizens Apt., 
vocational assessment, etc. 
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OPERATING EXPENSES TO DECEMBER 31, 1974 


Comparative figures since commencement of service, April 1971 


Salaries 

Empl. benefits 

Rent 

Maintenance 

Advertising 

Insurance 
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Legal 

Tel & Tel 

Travel:Out of Town 
Local 

Computer Services 

Staff Training 
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Other 


6,783 
1,186 


62 53}5 
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1974 
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